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Unnecessary operations: A letter from Russian pathologistThe following accident gave rise to writing of this letter: several
apartments in an old house were ﬂooded because of the snow
thawing on the leaky roof. Water was spreading along a wall. In
the beginning, a plumber came to one apartment, exposed water-
pipes embedded in the stucco layer, assured the tenants that he
had found and eliminated the source of leakage and left. Later on
it became clear that the cause of the ﬂood was the leaky roof. It
reminded me of two cases. First, my own experience at the age of
about 12 years: I had abdominal pain during the night. In the
morning I was transported to a hospital and soon thereafter saw
a boy brought back to the ward after an appendectomy. I under-
stood that it can happen to me and started dissimulating. Surgeons
looked at me suspiciously and palpated my abdomen again and
again, but ultimately they let me go, and the pains ceased sponta-
neously. Later, practicing as pathologist, I saw, like all pathologists
do, enormous quantity of normal or slightly ﬁbrosed appendices,
indistinguishable from the norm. Some pathologists write in such
cases “mild inﬂammation and ﬁbrosis”, others write “compatible
with chronic appendicitis”. In the former Soviet Union, the
concepts of the “catarrhal”, “undestructive” and “chronic” appendi-
citis, diagnosed without histopathological evidence of acute
inﬂammation, have been widely used. Subtle morphologic changes
such as lymphoid hyperplasia, modiﬁcation of a secretion pattern of
the epithelium,1 or alteration of neural structures2 were described
as morphologic equivalents of the catarrhal appendicitis; but in
practice, persistence of these concepts resulted in habitual designa-
tion of normal or insigniﬁcantly changed appendices as “compat-
ible with” catarrhal or chronic appendicitis. It was admitted in
a Russian-language publication that “the increase of the quota of
catarrhal appendicitis among all its forms reﬂected low quality of
diagnosis in the hospital”.3 Frequency of the catarrhal or simple
appendicitis (i.e. without histopathological evidence of acute
inﬂammation) in the former Soviet Union was reported to be
40–60% of all appendectomies or even more.4 Inadequacy of
morphological evaluation can be illustrated by the statement in
one study that a majority of randomly taken cadaverous appen-
dices, both in children and in adults, “showed histopathological
evidence of subacute, chronic or catarrhal appendicitis.”5
In another article it is stated that “82.5–91% of macroscopically
normal appendicitis show histological signs of chronic inﬂammation
such as ﬁbrosis, lumen obliteration, and neuronal changes”, which is
used as a justiﬁcation for more active surgical tactics.6 An argument
in favor of such approach is that a majority of patients with supposed
chronic or catarrhal appendicitis recover after the appendectomy, i.e.
have no abdominal pains anymore; it remains unclear, however, how
many of them would have recovered spontaneously without the1743-9191/$ – see front matter  2010 Surgical Associates Ltd. Published by Elsevier Lt
doi:10.1016/j.ijsu.2010.06.001appendectomy. It should be commented that ﬁbrosis, obliteration
and deformation of the appendix, used as histopathological criteria
of chronic appendicitis,7–9 show no clear association with any symp-
toms.10,11 In some individuals, the appendix is a mere ﬁbrous cord
from birth, therefore it cannot be assumed that ﬁbrosis is necessarily
a result of previous inﬂammation.12 The histological structure of
appendices removed under the diagnosis of chronic appendicitis
shows no difference from the appendices of individuals suffering
from no abdominal complaint whatsoever.13 The ratio between
appendectomies becauseof the chronic and acute appendicitis ranged
inpublications fromthe former SovietUnion from1:1 in someareas in
the year 196914 to 1:14 in the year 1991.8 It has been generally agreed
that competent surgeons remove normal appendices in about
20–25% of all cases;12 similar or lower ﬁgures are reported also in
the latest studies.15–20 In reality, however, the negative appendectomy
rate can be higher in those institutions, where pathologists tend to
conﬁrm clinical diagnoses without clear morphological evidence,
thus contributing to complacency.
Another case: a patient about 50 years old was hospitalized to
a gynecological department with pains in her lower abdominal
area; in the course of an urgent operation a consultant surgeon
was called and an ileocecal resection performed. The post-opera-
tive healing was complicated. The ﬁnal diagnosis was Crohn’s
disease, which has not been conﬁrmed later on. Several years there-
after the patient was diagnosed with sigmoid diverticulitis. It
should be commented that histopathological diagnosis of Crohn’s
disease is not always straightforward. The sarcoid-type granu-
lomas, regarded to be speciﬁc, can be poorly formed, few in number
or absent;12 the diagnosis is often clear also without granulomas,
but sometimes a pathologist sees only unspeciﬁc inﬂammation
and ﬁbrosis, hardly distinguishable from the norm or from other
diseases such as diverticulitis (if no diverticula are seen).21 Some
pathologists don’t contradict to the clinical diagnosis and write
“compatible with Crohn’s disease”. In this way pathologists, writing
some obscure description trying to support the clinical diagnosis,
can perpetuate reckless decision making and systematic errors22
leading to unnecessary operations. It is the surgeon who makes
the decision to operate or not, but the post-operative reports
from a pathologist can inﬂuence further management of the
patients and the surgeons’ future action in similar cases. Although
there are also contradicting data,19,23 it was reported that the
frequency of unnecessary appendectomy has not changed with
the introduction of computed tomography, ultrasonography, and
laparoscopy,24 which underscores the role of pathologists in reduc-
tion of unnecessary operations. The same is true for chronic chole-
cystitis, where histopathological changes are variable and oftend. All rights reserved.
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unnecessary cholecystectomy.25 Notably, inadequate information
can come from both sides: pathologists often receive appendices
with the only comment “acute appendicitis”, while the surgeon
has seen a normal appendix during the operation. A concluding
point is that pathologists and surgeons should objectively inform
each other, whether they see any pathological changes, or not, in
the appendices, gallbladders and other organs.
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